which he had removed from a boy of sixteen. The ttunor of the larynx had persisted for more than a year and had reached the pyrifonn fossa. The glands were not involved, the tumor was soft and not painful. The mucous membrane over it moved quite readily, and there was no pulsation. The trachea was enlarged, hut only a droplet of material could be forced out and this showed evidence of fat. A piece was excised for microscopic examination, which revealed a true lipoma. No operation was suggested because they wished to try radium therapy. Three needles oJ radium were inserted 'but no effect was obtained, which verified the usual findings, that lipomata are not affected by radiotherapy.
A year later the patient returned with the growth considerably sunken down and the history of loud breathing and snoring during sleep. The growth was then enucleated under synergistic anesthesia by -the suspension laryngoscopy method. Dr. Beck did not think he could have removed it in any other way: as the removal was somewhat difficult and he was compelled to cut it out with scissors.
Microscopic examination of the tumor had not yet been made, as the operation had occurred on the morning of the presentation. DISCUSSION. DR. HOLINGER asked the relation of the ttunor to the tonsil and to the eustachian tube.
DR. BECK stated that the growth was back of the posterior pillar and did not extend beyond the margin of the soft palate. It was entirely from the nasal fossa. DR. C. M. ROBERTSON said that a year and a half or two years ago a patient had come to him with stenosis from a laryngeal growth. He discovered some forty-odd fatty tumors over various portions of the body and one about the size of that removed by Dr. Beck was in the buccal cavity. Laryngeal examination showed a mass occupying the right side of the larynx. It did not look like a carcinoma and he suspected a lipoma owing to the number of lipomata distributed in other parts of the body. The patient was dyspneic, so it was necessary to do a preliminary tracheotomy and before they could prepare for an evisceration of the larynx he succumbed. Postmortem examination showed that the growth in the throat was a true carcinoma, although the other tumors in various parts of the body were lipomata.
DR. ALBERT H. ANDREWS read a paper on Surgery of the Ethmo;id Labyrinth.*
""See page 947.
DISCUSSION. DR. C. M. ROBERTSON agreed with Dr. Andrews concerning the anterior ethmoid cells and preservation of the turbinate. The type of case he recited was the one in which the ethmoidal cell is diseased and the turbinate is in place, and Dr. Andrews had stated that it was necessary to displace the turbinate inward at times in order to get at the ethmoidal cells. Many ca~es are seen in which new cells are forming, with ethmoid~l cells extending into the middle turbinated body (cystic degeneration), and these ceUs push the turbinate over against the nasal septum, as so often seen in cases of nasal hyd'rops.
Dr. Robertson had seen many cases in which the patient had been advised to have a submucous resection on account of the deflected position of the septum on the opposite side.
Dr. Robertson said he di~the same operation as Dr. Andrews by a little different technic. After the labyrinth is cleaned be comes forward to get the anterior ethmoidal cells and then fractures the ethmoidal plate outward.
One case of pansinusitus was particularly interesting. If had now been. five or six years since the operation was performed and the patient apparently had a normal nose so far as the size and position of the middle turbinate was concerned.
]n that case the ethmoidal was pushed over a fourth of an inch and after the fracture of the bony plate the resiliency of vertical plate of the septum brought it back into a normal position. He considered this the most satisfactory case he had seen. There is now a normal turbinate carrying out the physiologic function, occupying its normal position with the ethmoidal space on the outside waH of the nose.
DR. EDWIN MCGINNIS thought many of those present knew how he felt on this question, and he 'was very gll1d to hear others talk of ventilation instead of exenteration. He has seen two cases of exenteration of the ethmoid this winter in which this operation had been performed four or five years ago. One of the cases was very interesting in that during every cold spell the girl would have a Sluder syndromeheadache, pain in the side of neck, tenderness hack of ear, and inability to work. His explanation of this was that the cold air had free access to the region of the sphenoganglia, and this was proved by the absence of symptoms when that side of nose was plugged with cotton. Last summer she had no trouble whatever in the place where the ethmoid used to be.
Dr. McGinnis was interested in Dr. Robertson's remarks. Everyone in the last year had talked about the hyperplastic ethmoiditis. This operation under discussion is useful in the class of cases where there is no pathology in the ethmoid but much trouble bacteriologically. He had seen a pronounced case of asthmatic bronchitis recently in which the patient, a man, had great difficulty in breathing. He had to sit up and most of the time had to lean over a chair. It was not a hyperplastic ethmoiditis, but a bacteriologic affair: He made an incision in the bottom of the ethmoid cells, opening up the frontal, and found a staphylococcus aureus hemolyticus infection. This patient went along fairly well until he caught cold about a week after the operation. He then had quite a stormy time for about a week. Dr. Carey grew the staphylococcus hemolyticus and injected rabbits. One rabbit died within a week with pneumonic areas through the lung, Villous pericarditis, acute nephritis, and one died inside of another week. The third rabbit was still alive. At times there have been albumin and casts in the urine.
Many cases of ethmoiditis have to have something done for them and many of these patients will not submit to an exenteration, but the ventilation will be of much benefit to the patient. The man referred to had an apparently normal nose that showed no evidence of having been operated upon. He had a bad asthmatic attack a week following operation, but had been very comfortable since that time, and was sleeping well at night. His color was good.
Dr. McGinnis thought Dr. Andrews missed one point; it is impossible to get at the ethmoid in some cases unless one takes out a part of the septum high up, particularly with a broad deflection of the septum.
He had used no vaccines in his case. In his opinion it did no good to operate and then give vaccines or potassium iodid, for one should strive to get a good, positive result with operation and nothing else.
DR. FRANK BRAWLEY thought everyone was indebted to Dr. Andrews for stressing the point of conserving the turbinates. and supported Dr. McGinnis' remarks concerning the Sluder syndrome. He had an exactly similar case which he proved by placing cotton in the nose during an attack, with complete relief. Dr. Brawley believed the profession now realized more thoroughly what the middle turbinate was placed there for, and were thus avoiding unpleasant complications.
DR. H. W. LOEB thought the keynote was expressed in the last sentence in the paper-"We can never put back what has been removed, but can always remove more." He had not been able to save the middle turbinate quite so often as had been brought out by the speakers, nor did he think this was necessary. Dr. Loeb believed anything that would make operators more respectful of the normal tissues about the nose was of value.
DR.
A. H. ANDREWS (closing the discussion) said that some years ago he devised an instrument for removing turbinates that was said to make the operation so easy that when men owning the instrument did not know what to do for a patient they removed· the middle turbinate. If this was true he thought he had something to answer for in the future. Dr. Andrews wanted those present to remember that whenever the middle turbinate and ethmoids were removed that the nose was for-ever a crippled nose. The removal may be necessary, regardless of future results, but it always leaves the function of the nose impaired. Whenever an air filled cavity, such as the nasal accessory sinus, becomes closed off from the outer atmosphere, the cavity always becomes diseased. The negative pressure which results from lack of ventilation causes an increase in the blood supply, an exudate, and sometimes causes granulation tissue to form in the cavity regardless of the class of microorganism. In these cavities the object sought is ventilation imd not excision or drainage.
Dr. Andrews thought it was sometimes necessary to operate on the septum in order to get at the turbinate, but this was not included in the scope of the paper. In his cadaver work he had never found ethmoid cells which were entirely supraorbital; the supraorbital cells are merely instances of the ordinary cells extending out. over the orbit. When the ventilation is secured for the ordinary ethmoid cells the supraorbital cells are also provided with both ventilation and drainage. . DR. A. H. ANDR:E;WS emphasized two points, one touched upon by the essayist. After opening the antrum through the canine fossa he had pushed the trocar through the inferior nasal antral wall while observing the result through the canine fossa. In a large proportion of cases the mucous membrane would be pushed ahead of the trocar. If this happens in the living, when the trocar is removable and compressed air turned into the canula, if the patient does not die he should be expected to.
A point which Dr. Andrews did not hear mentioned by the essayist was the means of exit for air or fluid. Whenever one makes a puncture and turns air into the antrum without providing abundant opportunity for its escape, he is causing great discomfort to the patient and unnecessary risk to his life. Dr. Andrews' impression was that if the operator is careful to see that the trocar and canula are in the antrum instead of be-tween the mucous membrane and the bone, and that there is abundant means of exit for whatever is used, whether air or water, such unfortunate results as had been reported tonight will be entirely avoided.
DR. JOSEPH C. BE;cK said that he never inflated the antra and had always felt it was a very dangerous procedure, although he knew that excellent men were doing it. He could not speak of mishaps from that procedure or any otheF, but inst~ad of washing much he uses the negative suction after puncturing the antrum. In this way he obtains all the desired diagnostic and therapeutic results, and agreed with the statement that there was no harm in a little medication in the antrum.
The point made Iby Dr. Andrews he considered very important. If he had to puncture through the inferior meatus he never neglected to see that the middle meatus was open.
It was sometimes very difficult to go through the natural opening and thus it became necessary to go through the middle meatus.
Dr. Beck thought Dr. Grove's paper was very opportune because of the question of the use of negative pressure instead of the washing or the use of air. At a recent discussion on this subject before the Clinical Society in the hospital Dr.
Orndoff had spoken of the use of pneumoperitoneum and air in the ventricles for diagnosis. Surgeons are using this method for the diagnosis of other lesions about the joints and about the kidneys, and Dr. Beck wondered if air could not be used for diagnosis in the laryngeal field. In the diSCUSSIOn it was stated that they were afraid to get the air into the soft tissues, not necessarily into the blood vessels. In the case of air in the orbit, mentioned by Dr. Grove, which affected the optic nerve, this could be explained by .getting the air around the periosteum, around the orbit and locking it into the optic foramen, causing blocking and secondary reaction, or infection, around the nerve. Dr. Bec.k had seen two cases in his clinic in which his assistants had punctured through the antrum, evidently through the wall of the sinus, and got an emphysema in this way. He thought this accident was quite common.
Dr. Beck considered Dr. Grove's paper one of the best the Society had had the pleasure of listening to, and thought the doctor had done a great amount of work.
DR. H. W. LoEB congratulated the Society upon having such a well studied paper. As he did not puncture the antra he felt that he could not add anything to the paper. He was much interested in the fatalities reported and said he would be glad to make use of Dr. Grove's statistics in a paper he had under preparation.
DR. FRANK BRAWLIW reported two cases of syncope, possibly produced in the way Dr. Grove reported. Neither one occurred following puncture, but both in cases where numerous irrigations had been made. One was in an antrum and one in a frontal sinus and both occurred following insufflation with air. He had never had one follow a sinus puncture, probably because he used a very sharp instrument for the first step and then a blunt canula so that before the insufflation he knew there was plenty of space for return and a freely movable cartula in the opening. Neither of these cases was serious; there was very little change in the pulse rate, nothing but the syncope and stertorous breathing. In one of the cases an intranasal frontal sinus operation had been done the year before. There was no difficulty in finding the opening but following irrigation, when the air was insufflated, the patient in about thirty seconds complained of feeling queer and immediately passed into syncope. A diagnostician examined her at the time 'but tound nothing. It was about forty-eight hours before she fully recovered and she was semiconscious during this period. The fundi was examined several times, but nothing was found despite the fact that she complained of loss of vision during the first thirty minutes.
DR. ALFRED LEWY said that in the large majority of cases where it was desired to investigate or to treat the antrum it was not even necessary to subject the patient to the trauma of puncture, as it was possible to enter the antrum through the natural opening in over. 80 per cent of cases. Dr. Skillern has stated that in less than 10 per cent was it possible to do this, but Dr. Lewy and several other members of this society that he knew had been doing this for many years, and he believed the statement that it could be done in 80 per cent of cases was conservative. He had performed this little treatment about 2000 times and only once had he entered the orbit, causing a 'transient swelling of the eyelids. He used the little canula which is credited to Dr. Pierce, but which Dr. Pierce ascribes to Sir 'Morrell Mackenzie. It has t~o openings on the side, with a smooth, blunt end, and under proper manipulation seems to find its way into the natural ostium, so that in a majority of cases there is not even a drop of blood drawn by the procedure. Patients who have been treated by this method and by the puncture method have no hesitancy in making a choice.
DR. JOHN A. CAVANAUGH reported two mishaps, one in an antrum case and one in a sphenoid. The antrum was punctured by an assistant in the inferior meatus and compressed air used to blowout the cavity. This patient became pale, complained of inability to breathe freely and claimed that it was ten days before he could breathe properly again. He felt as though his chest was in a vice, but he recovered and progressed nicely. , In the sphenoid case a canula was passed through the natural opening and air introduced very gently. The patient fell to the floor and became cyanotic. Dr. Cavanaugh could not account for this symptom, until he opened the mouth and found a plate which had fallen back and obstructed the respiratory passage. When he removed the plate the patient revived.
Dr. Cavanaugh had recently seen a surgeon wash the antrum by introducing a needle underneath the inferior turbinate, following the methods seen in textbooks,placing the hand on the side of the head and giving the needle a shove. Dr. Cavanaugh considered this poor technic. It is well known that the antral wall is very thin and if one takes hold of the needle about a fourth of an inch from tip of nosc after the needle point is placed under the inferior turbinate there is no danger of mishap. In inserting the needle with a shove one is likely to 'go through the antrum into the orbital cavity.
DR, ROBERT SONNENSCHEIN corroborated what Dr. Lewy said and stated that for nve or six years he had very rarely punctured an antrum. He had also had the little procedure performed on himself several hundreds of times, first by Dr. Pierce and later by Dr. Lewy. In most instances if a little cocain is placed in the middle meatus the operation is practi-cally painless and he had never experienced an ul1fortunate effect.
Dr. Sonnenschein stated that he had had the pleasure of reading Dr. Grove's paper in its entirety and tha'l it was a most thorough. and excellent piece of work. He thought the Society was to be congratulated in having it presented.
DR. W. E. GROVE (closing the discussion) said that he had failed to emphasize the point brought out by Dr. Andrews regarding the removal of polyps from the middle meatus and having this patent.
Dr. Beck had spoken of suppuration, and if Dr. Crove had read his paper in full this would have been taken up. rhe blocking at the optic foramen was one of the first things that had occurred to him, but he could not figure how the air could strip all the mucous membrane up and account for the blocking. He had recently had a patient who was skating and was struck in the upper lid by the point of a skate. The skate penetrated his upper lid and evidently gouged out his eye. Two days later he could get this open and the eye ground presented a remarkable picture; the veins were absolutely black, the retina was quite pale and in the course of the last two weeks the disc had become atrophic. Dr. Grove thought a certain amount of hemorrhage had been produced postbulbar which shut off the return circulation long enough to cause a devitalization and optic atrophy.
Kiimmel had reported two cases where he inflated the frontal sinus and Moritz Schmidt has also reported inflating the frontal sinus with air.
The points brought out by Dr. Lewy were covered in the part of the paper which he had not taken time to read. He called attention to the fact that sounding the normal opening was open the posterior fontanel of the middle meatus. The bony lamella is so thin that one can push in with a blunt canula, thus getting in very easily and often instead of sounding the opening one is making an actual puncture in the fontanel.
. With regard to the thickness of the ethmoid wall, Onodi has called attention to the fact that it sometimes reaches a thickness of 3 millimeters, especially in the lower pcJrtio1\, near the floor. Hajek at Vienna. Here Dozent Hofer next in rank to the Professor, obtained his title through his researches on ozena, and he felt convinced that the origin of ozen,a is entirely bacteriologic and its treatment serologic by virtue of an active immunity produced. He had prepared a vaccine called vakzine coccobazillus foetidus ozenae. He gives intramuscular injections weekly beginning with 50,eXn-000 in I c.c. and increases to 500,000,000 in I c.c. Twenty to thirty injections are given, all told. The patient was examined two or three days after each injection to note any reaction in the nose, at point of injection, or for constitutional symptoms. This form of treatment is only of value in the socalled early type cases, not in the well advanced ones, although sometimes the odor will disappear in the advanced type. Furthermore, a patient must be in good physical condition to receive this kind of treatment. Dozent Hofer claims wonderful results from the use' of his vaccine. I examined repeatedly a, number in his series of cas~s and the results appeared encouraging. He also demonstrated several specimens of turbinates in rabbits which had been injected with the coccobazillus foetidus and in which a definite atrophy of the mucous membrane of the turbinates had been produced. In Berlin Prof. Halle employs a surgical method in ozena cases. He displaces the lateral nasal walls towards the septum thereby reducing the air space of the meati. He is enthusiastic about the results thus obtained.
DR. ROBERT SONNE~SCIIEIN asked if this bacillus was not the same one that was descri'bed several years ago by Perez of Buenos Ayres. If so, it was nothing new.
DR. \V. E. GROVE was interested by the fact that ozena is more prevalent in certain parts of the country, in 'some places there being none at all and it being very prevalent in others.
In his work with Gerber in Koenigsburg they found that in many localities there were many cases, while in other places there were none at all.
DR. ]. HOLINGI\R thought the paper showed a great deal of work, microscopic as well as bacteriologic, and that it was one more contribution to the theories that ozena is originally a disease of the sinuses. So many different theories were finding their support. The French at one time were absolutely sure they had found the cause of ozena in a special kind of diphtheria bacillus and gave antitoxin until it was shown that the results, if any were obtained, were short lived. The question of the sinuses being the cause had been advanced for more than twenty-five years and the feeling of raw bone at the entrance of any or several of the sinuses was given as pathognomonic. Dr. Holinger had many times tried to feel raw bone with a probe and while in one or two cases he may have succeeded he could not convince himself in all cases. He thought the greatest importance for the explanation of ozena laid in those cases where one finds typical ozena OIl one side of the nose and normal conditions on the other side. Ifone would ascribe the origin of the disease to a definite microorganism, it was almost impossible to believe that this microorganism could exist in one side and be absolutely absent in the other.
The question of geographic distribution and racial predilection may coincide with the idea of those who say that ozena patients have from the beginning a nose that is wider than normal. If to this is added a chronic suppuration in childhood, sustained for years by poor sanitary conditions we may expect changes of the lining of the nose, and Dr. Holinger believed two things were essential: a too wide nose and a metaplasia oJ the nasal epithelium on the middle turbinate. This metaplasia may be caused by old suppuration of the sinuses. He believed the question will remain unsettled, and while he congratulated the Society and the reader of the paper upon the thorough work that had been produced, on the other hand, he would not be surprised if later on Dr. Rundstrom found cases where even though the sinuses were freely drained there would still be recurrent crusting whIch would be very hard to ascribe to the sinuses, DR. H. L. POLLOCK said that in 1911 he read a paper before the Academy and gave the various theories of O7:ena, some of which the essayist did not mention. At that time he also called attention to the fact that the majority of cases occurred in young girls, most of them beginning about the age of puberty. He had one girl between twelve and thirteen years of age under observation, who came to him for ear trouble and he discovered the beginning ozena. At that time-he found that there was a horny change in the turbinate which occurred in other diseases, such as osteomalacia and similar changes, and 'this led them to believe that the whole underlying cause was in some way connected with the endocrin glands. On this assumption he treated a number of case!> with the various extracts of the endocrin glands and to his surprise many of them improved greatly for a while and then suddenly reverted back to the state in which he first saw them. This was perhaps because he did not know which of the glands to give and in what dosage.
As to the bacteriologic side, he believed that th-,; fetor of the ozena was prob3Jbly caused by the Abel's bacillus, but that there was nothing more than the saprophyte there. The secretions are decomposed and we simply find the saprophytic organism, but not the original cause of the disease.
As to the treatment, at the January meeting Dl". Pollock had presented a case in which he demonstrated the method of treatment which had given them the 'best results. Primarily in every case sinus disease is found; in most cases the ethmoid is involved, but occasionally the frontal and the sphenoid. After cleaning out the sinuses the crust formation still persists, and the only way to obviate this is to fill up the space. The passage of the air dries up the secretion and th~crusting and odor persist. This is best overcome by implanting tissue in the septum. They have tried, as Halle did, to remove the lateral wall to the septum, but they found it easier to move the septum out to lateral wall. In many cases they have had excellent results in lessening the discharge. When Hoefer was doing this work Dr. Horn of San Francisco and Murray of Minnesota were given some of the pure culture. and they carried on the experimental work here and tried to produce the disease from this Pere~bacillus. Hom claimed to have produced the disease and sent some of his vaccine, which they tried without obtaining any result. Murray reported that he got no results.
They believed the disease was the result of a sinus condition in childhood, rather than a suppurative ethmoid. In their hands the best curative results are obtained by cleaning out the sinus and then filling in the space which the atrophy ha$ caused.
DR. ROBERT SONNENSCHEIN called attention to tht: original rticle of Perez, formerly of Buenos Ayres but now ambassador to Vienna. In that article he stated that by injecting this coccobacillus fetidus of Perez into the superficial veins of the ears of rabbits a~rophy of the turbinate would be produced. These findings were never verified by other investigators.
So far as the word "ozena" is concerned it always has been somewhat confusing. His understanding of the term is that it means a stench, and many cases of atrophic rhinitis do not have this odor. Dr. Rundstrom spok~of the fetid and nonfetid cases of ozena, and Dr. Sonnenschein thought this was a mi~take in nomenclature. If ozena means a stench there cannot he a non fetid ozena.
. DR. H. W. LoEB said that about 4,000 years ago one of the Pharaohs erected a monument to his physician, who cured him of a "stinking disease of the nose," and Dr. Loeb believed that must have been ozena. Since then everyone has been trying to find a cure but has failed. In Bosworth's earliest textbooks it is stated that the cause is a purulent rhinitis. Be thought the picture of the mucosa in atrophic rhinitis was so essentially different from that of hypertrophic rhinitis and occurred so much earlier than the hypertrophy, that it was hardly worth while to consider that in connection with the cause and effect.
Dr. Loeb referred to the work done by Dr. Horn, which he thought was very adva~ced, but without effect. He had succeeded in producing atrophic rhinitis in animals, in which he injected the material obtained from under the mucous membrane of patients suffering with atrophic rhinitis. Dr. Loeb had seen the specimens and thought they looked like atrophic rhinitis. Tqe vaccine treatment was in vogue for a while, but it had done little good. 'DR. ALFRED RUNDSTROM (closing the discussion) said that in response to Dr. Morwitz's remark he took a rather skeptical standpoint as to the "wonderful results" of the vaccine mentioned by him. He had 'both heard and read about those results, but had also heard that that therapy had been given up.
In answer to Dr. Grove, he remarked that, as mentioned, many believed the ozena to be contagious. Dr. Rundstrom, however, did not believe that it was. In instances where he had seen several cases in the same family or many cases in the same locality, he had been able to trace the origin of the ozena to an epidemic of either diphtheria or scarlatina or variola, which had been the cause of the original sinus infection.
Dr: Rundstrom said he wanted to thank Dr. Holinger for his valuable remarks in the discussion. The theory of sinus disease being the cause of ozena was advanced as early as 1866 by O. Weber and has since been formulated in different ways 'by others. His own work, after he had convinced himself of the correctness of that theory, has been to find the reason that the clinical picture of an ozena was so entirely different from the clinical picture of an ordinary sinusitis. The reason for this difference he believed he had made clear in his paper. F.urthermore he had proved that there was a distinct difference pathologically as well as clinically between the fetid and the nonfetid ozena. He had also made the observation which Dr. Holinger mentioned, that one was not able in all cases to show raw bone with the probe; in those cases which he had found after he had cleared the way to the sinus and opened the diseased sinus that the secretion had dried up already in the sinus and formed a crustlike membrane lining in its walls, preventing the probe from reaching the decayed bone. Dr. Holinger's statement that there are cases where even though the sinuses are freely drained there will still be recurrent crusting is undoubtedly true, but the crusting will still be due to the caries of the bone and will not disappear until there is healing of the bone.
Dr. Rundstrom said it was very interesting to hear Dr. Pol-. lock's remark about the osteomalacia. He had also, but only in one case of examinations of many turbinate bones, found 'an alteration in the bone tissue. He would rather call this alteration a rarefying osteitis. Concerning the method of decreasing the width of the nasal cavity by removing the lateral wall or to move the septum out to the lateral wall, it is the same idea as to increasing the volume of the .turbinate bones by injection of paraffin, the danger of which he had mentioned.
Concerning Dr. Sonnenschein's remarks against the name non fetid ozena, he would not admit that it was a mistake. It was unlogical and he was sorry that it was used in the medical literature, but it was there and it was used in the textQooks. As far as Dr. Rundstrom was concerned, he had a long time ago proposed to cancel the name ozena and substitute it~ith \ the more logical sinusitis purulenta foetida et nonfoetida cum rhinitis atrophica.
